act which was intended for the patient's good, was undertaken with the patient's consent, and formed a part of the ordinary and natural duty of a qualified and registered medical practitioner. Taking that view the coroner does not suspect the death to be violent or unnatural, and does not hold an inquest. Whatever the explanation is, the fact remains that deaths which occur from purely surgical complications, even after operations of expediency, are not made the subject of coroners' inquests, which is perfectly right and proper; but why should coroners not exercise the same discretion in anesthetic deaths, when the anesthetic has been given by a qualified medical man for a legitimate and perfectly natural purpose, and with the consent of the patient? The fact that it is not the practice of coroners to regard surgical fatalities as violent or unnatural, proves at any rate that they have the power, if they think proper, to treat anasthetic deaths in the same way, so that disposes of the contenlion that they have no option in the matter.
We may now justly inquire, what advantages does the present system confer upon the public? Possibly some other speakers this evening can throw more light upon that side of the question than I can. With every wish to put the matter fairly, I have been much puzzled, and have sought information from all kinds of people, but the only advantage that occurs to me, or that has been suggested to me by others, is that when the relatives or friends are dissatisfied a public inquiry clears things up. With this I cordially agree, and it should be applied not only to anaesthetic deaths, but to all deaths occurring under medical treatment in connexion with which the relatives of the deceased think they have cause for complaint, or when information has been given which leads the coroner to suspect that there has been negligence, carelessness or irregularity of any kind. I may be wrong, but my impression is that these conditions occur very rarely, that the relatives are almost invariably satisfied that everything possible has been done, and that a public and formal inquest is usually as distasteful to them as it is to us.
Of the disadvantages, the most obvious to anyone who is in daily touch with surgical work is the terror of ansesthetics which the newspaper reports of these inquests create in the public mind. They are read by thousands of people who do not appreciate the fact that an enormous number of administrations take place daily, and even hourly, and who consequently fail to recognize that the percentage of fatalities is infinitesimal. This nervous apprehension is detrimental in two ways: it greatly increases the patients' nervous and mental strain immediately before operation, and lowers their resistance to shock; and, what is even more important, it frequently causes them to postpone having necessary operations done until their prospects of cure have been seriously impaired by delay. I can say with truth that I have seen many such cases where fear of the anesthetic has prevented patients from availing themselves of surgical aid until too late.
There is another ill-effect which reacts upon the patient, and that is the additional strain which these inquests impose upon the nerve of the medical men themselves. I doubt if this is entirely negligible even in the case of senior men, but in the case of men who are on the threshold of their career the effect is much more keenly felt, and in that connexion I should like you to picture to yourselves for a moment a scene which is fairly familiar to those of us who work in general hospitals. A patient is admitted in the night, desperately ill with advanced intestinal obstruction, and the anesthetist on emergency duty (probably a comparatively young man) is called upon to administer an anaesthetic for an operation which is at the best a forlorn hope.
It is quite possible that he may have several such cases within a few days. Suppose the first one died on the table; is it likely to steady his nerves when a crisis arises in his next serious case, if it flashes across his mind, as it inevitably must, that for the second time in a week he may have to attend before the coroner to justify his administration? Is it-can it be-to the, patient's advantage that the anesthetist should have this additional and unnecessary strain at a moment when a life depends upon his coolness and resource ? There can be only one answer to that question. In a case of this kind the glaring anomaly is that if the surgeon and anesthetist had shirked their duty and had allowed the patient to die without any attempt being made to save him by operation, the death would have been regarded as natural, but that because they strained every nerve to save him and in spite of their efforts he died on the table, his death would be suspected as being violent and unnatural, and a public inquest held.
I once saw a pulmonary embolism occur in the middle of an operation; the operation was nevertheless completed and the patient put back in bed, where she recovered consciousness, and died three hours later. The cause of death was certified as strangulated umbilical hernia three days; (operation)-pulmonary embolism, three hours. The certificate was accepted as one of natural death, and no inquiest was held. Had the patient not recovered consciousness, death would in all probability have been attributed to the anaesthetic. The operation killed the patient, so dea,th was natural; had the ancesthetic-which was an essential part of the operation-killed the patient, her death would have been unnatural, and a public inquiry would have been held. As Shakespeare says: "Is this law? Ay, marry is it! Crowner's quest law."
It may be argued that these cases I have just described are extreme instances, and that my remarks would not apply to operations of expediency when a fatality had been absolutely unexpected, and it may be asked: should not that kind of death be suspected as being violent or unnatural? I cannot help thinking that unless there is prima facie evidence of negligence or carelessness there is no reason to suspect it of being either violent or unnatural. The whole proceeding is a legitimate attempt to benefit the patient; it is undertaken by a qualified medical man, licensed by the State to deal with conditions of life and death, and it is difficult to understand why such death should be regarded as more unnatural than any kind of sudden death which occurs while the patient is under medical or surgical treatment. In any other such case the medical man is trusted to give a certificate of the cause of death, and it is accepted. Why not in the class of case under discussion ?
If one branch only of medicine and surgery is singled out in this way, and any death occurring under it is regarded with suspicion, it is not surprising that the administration of anaesthetics is the least popular of a doctor's duties and that many medical men have the greatest possible dread of being called upon to undertake an administration, not from any timidity or diffidence as to their capability, but because they are unwilling to risk the publicity and consequent damage to their reputation should they be unfortunate enough to have a fatal case. In hospitals it certainly has the effect of making house officers very shy of this work, and discourages them from availing themselves of all the opportunities for anesthetic experience which their office affords them. This is, of course, an additional disadvantage to the public.
How inquests can be harmful in some cases, and useful in others, is well illustrated by two anasthetic deaths which have occurred quite recently. The first was that of an aged man who died during an operation after he had been under the an&esthetic for some time. The autopsy disclosed well-marked fatty degeneration of the heart which made it obvious that he might have died suddenly at any time; in this class of case a post mortem without a public inquest would have been quite sufficient, and would have done no harm, whereas the result of the inquest was a sensational report in the evening press, with the alarmist heading of "Operation Risk: Heart Disease that escapes Diagnosis." It would be difficult to imagine anything more mischievous and misleading. The impression which this would convey to many people is that a hitherto unrecognized danger had been discovered, which was an addition to the already well-known risks attendant upon operations, whereas the truth is that it is an exceedingly common condition which is frequently the cause of sudden death, but in the possession of which many patients are anesthetized without giving the administrator the slightest anxiety.
The second case was one in which the patient lost her life from the afferent and efferent tubes of a Junker's chloroform apparatus having been transposed. This was a typical example of an accidental death, and one in which an inquest was clearly called for, in order to ascertain whether or not the mistake was due to any negligence or carelessness. In a case of this kind the coroner could not do otherwise than suspect that the death was violent or unnatural.
The objections which I have enumerated apply with even greater force to the hoiding of public inquests upon deaths which occur several days after operation, such death being attributed to the indirect or delayed effect of the anaesthetic. It is in holding inquests upon this class of case that the greatest inconsistency is shown. When one bears in mind the large number of fatal complications which may follow operations, one cannot refrain from asking, what good purpose is served by an inquest on a case of delayed chloroform poisoning, which would not be equally well served by one on a death from shock, from secondary heemorrhage, from pulmonary embolism, or for the matter of that, from ether bronchitis ? In all these cases death has occurred from complications which must occasionally crop up in surgical workcomplications, which taken together, make up the sum total of operation fatalities and represent an all-round percentage of mortality which is exceedingly low. Why, therefore, pick out one complication, and suspect it to be violent or unnatural ? I am not going to trouble you with statistics, but it is common knowledge that the mortality of surgical operations becomes less and less. If any operation or particular method shows a high mortality that operation or method is quickly altered or abandoned, and for years surgical reports have shown steady and continuous progress. Would that have been so if every surgical death had been made the subject of public inquiry, and the surgeon had been called upon to explain and to justify his technique to a lay tribunal ? Surely the effect would have been most disastrous, and would have tended to cramp surgical progress at every step. Suppose that the comparative safety of two methods of a particular operation instead of being settled as they are now by those responsible for them, by a comparison of each other's results, were threshed out in a coroner's court. Would such a farce be in the public interest? Now for a moment let us apply that illustration to aniaesthetics. Take the question of the selection of the anasthetic in any particular case. Supposing I were to submit to you to-night a certain case and I described to you, in detail, the type of patient, his physical signs, and the nature of the operation, and were to*ask for an expression of opinion from you as to what anesthetic you would give, and how to give it. My inquiry would produce various answers, all of which would be good, and each of which would at any rate represent the studied judgment of the man who gave it, and yet, at a coroner's inquest a complicated matter of that sort has to be settled as right or wrong by a single question and answer! For someone who has never seen the patient during life to suggest to an anaesthetist in public, after a fatality, that he gave the wrong drug, seems to me not only futile, but unjust.
The impressions which are conveyed to the lay mind by public discussions on the relative safety of chloroform and ether are almost invariably misleading, and I suggest that such points are outside the functions of a coroner's court. These discussions can do no good and from a medico-legal point of view-the only point of view which is relevant at an inquest-they can have no bearing upon the verdict.
The growing popularity of ether in this country is in the opinion of most of us much to be commended, but anything resembling an official lay condemnation of chloroform and its consequent rejection in suitable cases, would be nothing short of a calamity. This critical attitude towards chloroform on the part of some coroners is already beginning to cramp the teaching of chloroform administration in the hospitals, and is, I am convinced, destined to do much more harm than good. The old motto that " One man's meat is another man's poison" was never more aptly applied than in the case of anmesthetics. An unqualified expression of opinion in court that ether in safe and chloroform dangerous is quite inaccurate. We know that in some cases, with some patients, and in the hands of some administrators, the position may be exactly the opposite. The outstanding fact is that the best judge of the safest method on any particular occasion is the man who has to take the responsibility of the administration, and surely it ought to be assumed without criticism or inquiry that the administrator, whatever his choice may have been, acted according to his best judgment and in the best interests of his patient.
There is an old ballad, one couplet of which runs:
"A little bird whispers, perchance you may swing, For a crowner's quest is a mighty queer thing." This is, perhaps, an extreme view! But there is no disguising the fact that in every one of these inquests the anesthetist appears to be on his trial, and is at the great disadvantage of sometimes being called upon in cross-examination to explain complicated technical points to a tribunal whose knowledge of the subject is negligible. This is a most unnecessary and unfair position in which to place him, and the only gratifying feature of it is that so far, at any rate, as I can remember, no case has been heard which has disclosed any negligence on the part of the anesthetist. There can be only two reasons for holding these inquiries: First, to find out if anyone is to be blamed for the death; and secondly, to elicit some clinical fact which may be of assistance in diminishing anesthetic mortality in the future. The first is really the prime function of a coroner's court, but in these cases it is unnecessary to exercise it unless there is ground for suspicion. For the second, a coroner's court is the worst possible form of tribunal, and a substitute should be found. The medical profession, in this, as in every other branch of their work, are anxious to learn from their failures, and they would eagerly welcome any form of inquiry which is likely to be of practical use. Such inquiry should be official, but private; it should be carried out by a committee, some members of which should be experts, who know enough of the subject to view the administration of anaesthetics from the point of view of the requirements of modern surgery. Such committee should be appointed by the Ministry of Health, and should have the power to call for all records of the fatal cases-clinical, operative, and post-mortem. In this way every point which might be useful in the future could be elicited and recorded without the danger of producing false alarms through indiscreet newspaper reports; and at the end of each year the committee would issue a report to the General Medical Council, which could be published in the medical press, containing any suggestions which they thought might prove valuable. If this were done it would relieve coroners of holding inquests upon any of these fatalities, except those which present the special features to which I have alluded, and the interests of the public would be better safeguarded, not only by the fact of the inquiries being held by a tribunal competent to deal with the technical side of the question, but also by the absence of publicity. Now that we have a Ministry of Health it ought not to be a difficult matter for this to be arranged, and I venture to suggest to the Council of this Section that they might consider the advisability of seeking an interview on the subject with the President of that Department.
I do not agree with the prophecy of my above-mentioned critic that an agitation to alter the system will meet with little sympathy either in Parliament or from the public. I feel confident that if it is clearly put before them, the public would be quick to grasp the fact that their interests in this matter are inextricably interwoven with ours; that anything which tends to cramp teaching, and to foster in the minds of young practitioners a fear of acquiring anaesthetic experience, must be a public danger rather than a safeguard, and that they would gladly support an effort to reform a system of inquiry which however well adapted for murders, suicides, and ordinary accidents, is quite unsuitable for the majority of deaths in connexion with operations.
Mr. I. HAMILTON BEATTIE said that he fully agreed with the opener of the discussion on the subject of chloroform. In order to illustrate the unsatisfactory nature of the present procedure for investigating deaths at operations, he would give the notes of two cases occurring in his own practice during the last year, both in the same coroner's area. Case I.-A ruptured ectopic was admitted to hospital desperately ill. After administration of subcutaneous saline it appeared possible to operate: Gas and oxygen (without ether) was given by Boyle's apparatus. On opening the peritoneum circulation and respiration suddenly ceased. The surgeon massaged the heart through the diaphragm and reported this manceuvre ineffectual. Meanwhile saline and pituitrin had been given without result. Adrenalin was now injected direct into the heart, which immediately started beating again. Colour returned and pulse became strong, though artificial respiration was required for a further ten minutes. The operation was rapidly performed and the patient put to bed, where she developed Jacksonian fits which occurred continuously until her death six hours later. She did not become conscious, but no inquiry was held; though it would certainly be in the public interest to discover why the patient was not brought to hospital earlier.
Case II.-Diathermy for inoperable malignant disease of symphysis menti. Colonic oil-ether was given at surgeon's request, as the mouth was extensively involved in
